Following the Douglas Inquiry into medical practices and processes, a number of reforms were made to the medical records structure at the King Edward Memorial Hospital for Women (KEMH) in Perth, Western Australia. An audit was undertaken to investigate staff compliance with the new medical record structure, and to identify significant issues arising from the new filing sequence and dividers. The medical record components (correspondence, emergency, outpatient, inpatient and diagnostics) were analysed through random selection of records with recent inpatient and/or outpatient episodes. Interviews with both clinical and clerical staff at KEMH were also conducted to gather general feedback. The main issues identified in the study were a lack of understanding of the operational instructions by staff, incorrect filing procedure, and allocation of inappropriate dividers. The following recommendations were developed to address these issues: revision of all medical record forms (in particular unauthorised medical record forms); education of both clinical and clerical staff; expansion of the operational instructions into a comprehensive guide for staff; development of a new process for signing any results or reports; and compilation of a sample medical record as a reference for staff. Professional Practice and Innovation A KEMH internal review of mother and baby medical records supported the implementation of new filing systems with improvements to the sequence of medical record forms and other issues identified. Recommendations from these reviews supported the need for a restructure of the medical record.
Introduction
King Edward Memorial Hospital for Women (KEMH) is a 250-bed tertiary hospital that specialises in gynaecology and obstetrics. A component of Women's and Children's Health Service (WCHS), KEMH provides inpatient, outpatient and Emergency Centre services in addition to neonatal intensive care. The quality of care provided to patients across the 1990-2000 period had been questioned, and as a result internal and external reviews of practices and process across the hospital were instigated. Deficiencies specifically related to the Patient Information Management Service (PIMS) were identified in the structure of the medical record and the inadequacy of the medical record in supporting clinical practice. This article provides a background to the reviews at KEMH and the subsequent implementation of their recommendations, in addition to the medical record audit process conducted in June 2003.
Background
Patient safety concerns were initially raised by internal staff and brought to the attention of the WCHS Chief Executive Officer. They were later passed on to the Western Australian Metropolitan Health Service Board. These concerns initiated internal and external hospitalwide reviews, namely the Child and Glover Report and the Douglas Inquiry (KEMH Inquiry 2002) .
The Child and Glover Report was developed by Dr Andrew Child, Director of Obstetrics and Gynaecology, King George V Hospital, Sydney, and Ms Pauline Glover, Senior Lecturer in Midwifery, Flinders University, Adelaide. They were commissioned by the WCHS Chief Executive Officer to review the 'quality of clinical care provided by the obstetric and gynaecology services at KEMH'. The review was completed in 2 weeks and 23 recommendations were made. The recommendations related to clinical practice, management and administrative procedures and KEMH. A KEMH internal review of mother and baby medical records supported the implementation of new filing systems with improvements to the sequence of medical record forms and other issues identified. Recommendations from these reviews supported the need for a restructure of the medical record.
Former structure of the medical record
The former structure of the medical record had caused several problems in terms of supporting clinical practice. The main issues with the medical record stemmed from the fact that there were only three dividers -Outpatients notes, Inpatient notes and Reports.
Associated problems included: • lack of support in delivering clinical care • difficulty in differentiating emergency encounters • difficulty in differentiating different admissions • hospital staff not following proper form design and approval process • high volume of pathology results • lack of proper written filing procedures.
Development of a new medical record structure
A working party was established in 2001 to identify problems with the medical record structure and to formulate recommendations. The working party consisted of representatives from the Obstetric and Gynaecology Clinical Care Units (O&GCCU), PIMS, and clinicians. PIMS' Assistant Head of Department initiated discussion and compiled two sets of sample medical records of a proposed new structure, which were circulated to the O&GCCU. Feedback was sought from clinicians, nursing and midwifery staff. The feedback gathered was collated for discussion within the working party. Some of the more significant suggestions were that records should incorporate the following:
• dividers for the different pathology test results • dividers for each pregnancy • dividers for each admission (Gynaecology/Obstetric) • colours for all the different divider tabs • changes to the filing sequence within the pregnancy section • divider for emergency encounters • divider for correspondence. This feedback was used to assemble a second version of sample medical records, which were similarly circulated for comment. The feedback gained for the second version was very positive. Some comments received included:
• There was a 'huge improvement' [over the old system].
• It was now 'easy for clinician to see a quick summary' [of the medical record].
• The system was now 'much better' [than before].
It was agreed by the working party that the proposed new format would better assist in supporting clinical care. However, it has been acknowledged that the new format does not address the issue of the high volume of pathology results, or the fact that not all patient notes are filed in one medical record because some of the departments maintain their own notes. This is important to note, as it does not support the integrated medical record concepts that were recommended by the KEMH Douglas Inquiry. Guidelines were formulated and distributed to all staff prior to the implementation of the new structure. PIMS took on the responsibility of converting the medical records from the old structure to the new structure.
New structure of the medical record
The new structure of the medical record was designed to address the majority of issues associated with the former structure. The medical record provided better differentiation between the sections by an increased number of dividers. The detail in medical record dividers was expanded to include:
• correspondence (internal and external)
• emergency (patient encounters) 
Purpose of the survey
A criteria audit and interviews with staff were conducted in order to ascertain the compliance rate of the new filing sequence and the new structure of the medical record. Two hundred medical records which documented an inpatient or outpatient episode of care for 2003 were studied. It is envisaged the outcomes of the audit will further enhance the compliance rate of the new filing sequence and appropriate use of the new structure of the medical record. It has been acknowledged that the effectiveness of the new structure of the medical record as a tool in supporting clinical care is reliant on the dedication and vigilance of all staff.
Survey methodology and process

Content of questionnaire
It was decided that the questionnaire would analyse all parts of the medical record. The medical record was broken down into the following sections:
Criteria
Against those sections, the following criteria were developed to assess the compliance rate of the filing sequence. 
Questionnaire format
Data was collected from a random selection of two hundred episodes of care from 2003. The episodes selected were one hundred inpatient episodes post discharge and requiring clinical coding. Another one hundred medical records were selected of patients that had recently attended an outpatient clinic, and the clinics selected were Urology, Antenatal, Colposcopy, Oncology and Gynaecology. This data was collected via a criteria audit form developed to effectively capture the information needed for the study.
Criteria audit results
The results from the criteria audit were presented originally as per each criterion for both inpatient and outpatient medical records. For the purpose of the article, the results have been summarised. The summarised results for the audit are presented in the following table. 
Discussion
The criteria audit revealed that there is a lack of compliance to the new filing sequence. It was unfortunate that no audit was performed prior to the introduction of the new format to compare whether the lack of compliance is due to the change or whether there has been a constant deterioration of staff compliance to the filing standard. Medical records were found to contain a significant number of unnumbered forms, which do have an impact on the filing sequence of the section. In addition, one form had been in active circulation without being authorised or going through the formal formsdesign process. This criteria audit will help to address unauthorised forms, with approved forms being allocated an MR number, which will facilitate the compliance rate of the new filing sequence.
An ongoing problem is the absence of a documented 'date' within the medical record. This affects the sequences of documentation, particularly in the correspondence section. It should be noted, however, that this problem existed prior to the introduction of the new format. Where the complete data are not noted on the forms, and coupled with the presence of inpatient dividers, it is possible for information to be filed under the wrong pregnancy or admission. In this instance, the patient information can be virtually considered lost, compromising the filing sequence and patient care.
An issue identified with the dividers is that there is the potential to assign an inappropriate inpatient divider. If multiple volumes exist for one patient, previous volumes need to be retrieved in order to assign the correct admission divider.
The new structure of the medical record requires the notes for all admissions in the one pregnancy to flow in chronological order under the current pregnancy divider. When multiple admissions occurred during the pregnancy, there were instances of separate dividers being utilised or whole admissions placed on top of each other within the same pregnancy divider. This process affects the filing sequence and prevents documentation from being filed in chronological or form order. This is important to note and this process aims to allow clinicians to make educated and informed decisions regarding patient care.
The change of definition of obstetric cases versus gynaecological cases may also have created confusion among staff, thereby affecting compliance with the filing sequence. In the past, the guideline for distinguishing the two specialities is whether the patient is over or under 20 weeks of pregnancy. If over 20 weeks, the patient was classed as an obstetric case; if under 20 weeks, as a gynaecological case. With the new structure, the guideline has changed. The patient is either pregnant or not pregnant, irrespective of the duration of the pregnancy. This may have contributed to the wrong dividers being used.
An analysis of diagnostic divider sections revealed that most filing sequence errors occurred under the External, Histopathology and Other Results dividers. This compliance issue may be related to the fact that staff do not have a clear understanding of what should be filed under the correct diagnostic divider. It was also noted that a significant number of unauthorised online (Carevision) results were being printed and filed in the medical record instead of being disposed of. Staff commented that the location of the diagnostic reports section at the back of the medical record made it harder to file particularly bulky medical records.
Issues related to staff compliance may be attributed to the recent reorganisation in the reporting structure of clerical staff, which has seen ward and Outpatient clerks being moved away from PIMS to Clinical Care Units. This can account for some degree of resistance to change by ward. This resistance consolidates the communication barriers that exist across clerical staff at KEMH.
Recommendations
Recommendations which attempted to address the issues identified during the audit were formulated as follows:
Further staff education regarding filing sequence in medical records is indicated.
Face to face education and posters reminding staff of the fundamentals of the filing sequence and structure of the medical record are to be displayed. It will also be beneficial to provide each area with a sample medical record to assist compliance by staff. There is a need for further education of clinical staff regarding the importance of proper documentation of date.
Currently, KEMH is conducting a review of all medical record forms to further improve support for clinical care and enhance the overall structure of the new format.
A review of all the unauthorised forms should be conducted to ascertain whether there is a need to file these forms in the medical records.
If so, MR numbers should be allocated to promote consistency of the filing sequence. It is also important to publicise the proper procedure for inclusion of forms in the medical record.
In 2003, the KEMH Medical Advisory Committee agreed and released a memorandum stating 'no investigation report will be filed in a patient's medical record without being signed by a doctor'.
Work practice changes for signing pathology reports at KEMH are to be investigated and implemented.
This will partly eliminate the issue of unsigned or unauthorised reports being filed in medical records.
A culture change will be required to enhance a teamworking relationship between all clerical staff (PIMS, Outpatients, Wards and Admissions) if devolved management of ward and Outpatients staff is to continue.
There is also a need to educate the nurse managers in charge of these areas in the importance of the filing sequence and new structure so that they can assist in the process of changing the culture.
Conclusion
This audit has examined the effectiveness of the new structure of the KEMH medical record. Overall, there is overwhelming support for the new medical record structure as clinicians acknowledge that the new structure provides support in patient care and at the same time allows clerical staff to easily file patient information into the medical record. This audit has identified issues associated with the new filing sequence, dividers and new structure and generated recommendations to address these issues. It is envisaged that these recommendations will be implemented in order to overcome the shortcomings of the new structure and reinforce the role of PIMS in supporting clinical care.
